NEGOTI ATED RULEMAKI NG COW TTEE ON THE
SHARED RI SK EXCEPTI ON

M NUTES*

Decenber Meeting
Decenber 16-18, 1997

The Negoti ated Rul emaking Committee on the Shared Ri sk Exception
held its sixth neeting on Decenber 16-18, 1997 in Washi ngton,
D.C. The list of Conmmttee Menbers and/or their alternates who
attended is at Attachnment A

The facilitators reviewed the proposed agenda, noting that the
goal for the neeting was consensus since there was no guarantee
of a further neeting, nerely the possibility of a January neeting
if the Conmttee were close to consensus.

The Federal agencies then circulated a revised proposal (draft
version dated 12/15/97 at 5:00 p.m) for concepts to be devel oped
into an interimfinal rule establishing standards for the
statutory shared ri sk exception and a proposed rule (or possibly
an interimfinal rule) for related regulatory safe harbors. The
Federal agencies descri bed how the proposal discussed at the
Novenber neeting had been nodified in response to Conmittee

Menbers’ proposals submtted at or since that neeting. On
Decenber 16 and the norning of Decenber 17, the Committee

di scussed the provisions of the revised draft (and rel ated
preanble topics). Commttee Menbers identified remaining
concerns, as well as sone new concerns raised by the

nodi fications or by Menbers who had not been present at the | ast
nmeeting. The Commttee then adjourned until 10:30 a.m on
Decenber 18, to permt Commttee Menbers to submt specific
proposals for further nodifications and to permt the Federal
agenci es to make sone changes in response to the di scussion and
further proposed nodifications.

On Decenber 18, the Federal agencies presented a new draft
proposal (version dated 12/18/97 at 9:30 a.m ), noting that they
had not been able to obtain conplete clearance of the new draft.
They al so distributed a new |list of preanble topics. After
caucusi ng, Comnm ttee Menbers each gave a general reaction to the
new draft, indicating the primary issues, if any, which would
need to be addressed satisfactorily before their constituents
could “l'ive with” the result. These primary issues were then

di scussed and a few additional issues identified. A draft of
potential agreement terns was offered by the facilitators, and

! These m nutes were prepared by the facilitators for the
conveni ence of the Commttee Menbers and shoul d not be construed to
represent the official position of the Coomttee or of any Menber
on what transpired at the neeting.
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Comm ttee Menbers suggested sone changes.

The Commttee decided to neet in January, but for two days rather
than three. The Committee then di scussed what steps could be
taken before the January neeting to nove the Conmttee to
consensus and what shoul d take place at the January neeting.

These mnutes first set out the najor areas of discussion on
various parts of the proposal, major changes nade or to be
considered in the proposed concepts for the rule or its preanble,
and the primary remaining i ssues. The mnutes then describe
general ly the di scussion about potential agreenent terns.
Finally, the m nutes set out the schedule for next steps in the

Comm ttee’s negotiations.

Managed Care Organi zati ons under Federal Health Care Prograns

The first part (“prong 1”) of the proposal would protect from
anti-kickback liability renmuneration between a “covered entity”
and a “first tier provider”, as well as certain “downstreant
arrangenments between providers, subject to certain standards.
The Comm ttee di scussed the need to clarify what “provider” in
this context neans. (One suggested definition was “an indivi dual
or entity arranging for or providing itens or services, or a
conbi nati on thereof.”)

The Federal agenci es enphasi zed again that their proposal to
provi de broad protection for covered entities contracting with
Federal health care prograns and rel ated downstream arrangenents
(with no requirenent for “substantial financial risk” is
contingent on other Commttee Menbers concurring in narrow

definitions of “organization” and “substantial financial risk” in
the second part of the proposal.

COVERED ENTI Tl ES

Maj or concerns, discussion points, changes, and renaining issues
about “COVERED ENTI TI ES” were as fol | ows:

. Al t hough sone revisions were nmade to the Novenber proposa
to descri be what Medi cai d managed care organi zati ons woul d
be covered, sone additional revisions were suggested to
reflect recent anendnents to section 1903(m of the Soci al
Security Act and to protect sone additional section 1115
wai ver prograns that Menbers thought should be protected

(it ncluding Arizona’s progran). Menbers generally thought
t hat these changes coul d be worked out by the next neeting.

. Menbers representing health plans questioned excl udi ng
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Federally qualified HMOs (FQHMOs) wi t hout Medicare risk
contracts, in light of the reference in the shared risk
exception under section 216 of the Health I nsurance
Portability and Accountability Act of 1996 (H PAA) to

“el i gi bl e organi zati ons under section 1876" of the Soci al
Security Act. A revision was made in the 12/18/97 draft in
response to this concern, but questions remai ned about

protections for FQHMOs’ comrercial contracts with respect to
enrol | ees where Medicare is prinmary payor on a fee-for-
service (FFS) basis. One suggestion was to protect

arrangenents between FQHMOs and “first tier” providers
related to their commercial business, but not to protect
(under the first prong) downstream arrangenents where
Medicare is primary.

. For simlar reasons, Menbers questioned excluding HVs or
conpetitive nedical plans with Medicare contracts where
rei nbursenent is on a cost basis. They indicated that this
is still a concern until the year 2002. A revision was nmade
in the 12/17/97 draft in response to this concern. A
gquestion remai ns about whether protection for cost-based
Medi care contracts should extend only to first tier
rel ati onshi ps.

. The Federal agency representatives indicated that they had
not been able to conplete consultations with the Departnent

of Defense (DOD) about whether contractors with DODs
Tricare program should be covered entities. One health plan
representative indicated that covering Tricare is inportant
to her constituents and could affect her ability to reach
consensus.

. Concerns were rai sed about how to cover additional Federal
denonstration projects, including ones that m ght be created
in the future. The suggestion was made that there be a

“catch-all” provision. The Federal agencies indicated that
they could not adopt this suggestion unless they had a
specific proposal wth | anguage narrow enough to excl ude
projects that they see as offering insufficient protection
agai nst overutilization (for exanple, social HM3s). They
further indicated, however, that the preanble could nention
t hat advi sory opi nions could be requested on denonstration
projects not covered by the rule. The list of preanble
topi cs was revised accordingly.

In addition, a question was raised about whether HCPPs shoul d be
covered or whether they were rei nbursed on an FFS basi s that
woul d make coverage under the first prong inappropriate.



“FI RST TI ER” PROVI DERS

Sonme editorial changes were made in the 12/18/97 draft provision
on “first tier” providers in response to suggesti ons.

Addi tional discussion points included the foll ow ng:

. It was clarified that, for a joint venture (for exanple, an
anbul atory service center owned by surgeons), renuneration
bet ween a covered entity and the joint venture ASC coul d be
protected, as could FFS paynents to the surgeons fromthe
ASC for surgical services provided by the surgeons, but
profit distributions to the surgeons woul d not be protected
under this safe harbor (although such distributions m ght be
prot ect ed under another safe harbor). A preanble topic was
added to clarify this point.

. Section (D) of the provision would exclude Federally
qualified health centers (FQHCs) from protecti on under the
first prong. A representative of health centers indicated
that this may prevent them from com ng to consensus.
Further discussions will be held with the Federal agencies
to resolve this problem

“DONNSTREAM’ PROVI DERS

The concerns with respect to the provision on “first tier”

providers were al so raised in connection w th “downstreant
provi ders.

Wth respect to the terns “upstreant and “downstreant used by the
Committee, it was clarified that a provider making a paynment to

anot her provider would be “upstream” and the provider receiving
t he paynent woul d be “downstream”

NO SWAPPI NG - UNPROTECTED SWAPPI NG

The proposed provision previously referred to as the “no

swappi ng” provi sion was renaned the “unprotected swappi ng”
provision, in response to a comment that the provision nerely
describes activities that would renove a transaction from safe
har bor protection.

Wil e Menbers indicated that the provision had been i nproved,
they raised the follow ng concerns about the provision, sone of
which resulted in nodifications:

. A physician representative expressed concern that, if
i nformati on about the provision is not dissem nated
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carefully, “risk-averse” counsel wll interpret it too
broadly and it will drive the marketplace in a way
detrinental to patients, as well as physicians. He later
suggested that the preanble nake clear that many
arrangenments may still be legal, even if not protected under
the rule, and provide guidance on how to anal yze such
arrangenments. The Federal agencies noted that their
proposal on preanble topics includes discussing that |ack

of protection does not automatically nmean an ill egal
ki ckback. They rejected the idea, however, of providing
general guidance in the preanble. In addition to expressing

concern that they could not address every possible factual
scenario, they noted that listing analytical factors--and
other related | aws that potentially could be violated--m ght
not have the effect desired.

. Clarification was sought on how the parenthetical “(other

than that covered by the witten agreenent)” in the first
sentence of the 12/15/97 draft provision wuld affect
anal ysis of a contract with single or nultiple |lines of
busi ness. The Federal agencies clarified that they neant

“covered by the arrangenent” and nade a change in the
12/ 18/ 97 draft to correct this.

. A few Comm ttee Menbers questioned whether the first
sentence in the provision was needed, particularly if the
Federal health care prograns are paying on a capitated
basis. A policy question was raised concerning agreenments
where both Medi care and Medi caid are paying on a capitated
basis, but Medicaid is paying less. A change was made in
the 12/18/97 draft to add at the end of the first sentence

(after “paynent is made in whole or in part by a Federal
heal th care progrant) the phrase “on a fee-for-service or
cost basis.”

. Concern about the phrase “shifts the burden” in the second
sentence of the provision was addressed by addi ng a preanbl e
topic to clarify that it nmeans shift the financial burden.

A proposed | anguage change to the sentence itself was
rejected on the ground that the phrase is used in other safe
har bor regul ati ons and changing it m ght cause confusion.

In response to the addition of “cost basis” to the first sentence
of the provision, a few Conmmttee Menbers representing health

pl ans indicated that they would need to consult further with
their constituents to see if this would cause probl ens.

DEFI NI TI ONS
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The Comm ttee di scussed whether the definition of “itens or

services” included services provided to providers (such as
di sease managenent). A preanble topic was added to clarify that

such services could be covered under the “reasonably rel ated”
part of the definition.

The Comm ttee al so di scussed what constitutes marketing and

whet her marketing services woul d be excluded fromthe definition
only if provided to potential enrollees prior to their enroll nent
in the plan. The 12/18/97 draft includes a revision to indicate
that all marketing services would be excl uded, whenever provided,
as well as other services provided prior to enrollnment. The
Federal agencies explained that marketi ng was not covered because
of past abuses with marketing. The representative of independent
i nsurance agents indicated that they were willing to work with
the Federal agencies to develop a separate safe harbor addressing
the marketing issues, rather than bl ocki ng consensus.

Preanbl e topics were added to clarify that sinply because
marketing is not covered does not nean it is per se illegal and
that nurse call-in lines for current enrollees of an organization
are not marketing under this provision.

Managed Care Risk-Sharing Arrangenents Were Federal Program Pays
Fee- For - Servi ce

The second part (“prong 2") of the proposal addresses
remuneration pursuant to risk sharing arrangenents between an

organi zation and a “first tier” provider, or between two

provi ders downstream where the providers are at substanti al
financial risk. The Commttee di scussed the scope of prong 2 as
applying primarily to arrangenents where Medicare is primary
payor on an FFS basis for retirees in an enployer plan. The
proposal notes that it would also apply to section 1115 Medicaid
wai vers that do not fit under prong 1.

The Federal agencies explained that the intent of their proposal
was to limt protection under prong 2 to situations where the
Federal health care programenrollees would be treated the sane
fromthe perspective of the providers as other enrollees, in
spite of the FFS paynent.

ORGANI ZATI ON

Comm ttee Menbers representing providers expressed continuing

concerns with the narrowness of the definition of “organization,”
particularly with respect to exclusion of self-funded ERI SA pl ans
and third party admnistrators (TPAs) and the requirenent for
State |licensure. One Committee Menber indicated, however, that
consensus of State regulators with the proposal would be
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jeopardized if this were changed. The Federal agencies expl ai ned
their concern that enployers and TPAs woul d have no incentive to
reduce FFS clains to Federal health care prograns.

One Comm ttee Menber suggested that the preanble indicate that

there was no consensus on the definition of “organization” since
providers would |i ke a broader definition. This idea was

rejected as inconsistent with the Commttee’'s O gani zati onal
G oundrul es on consensus. It was noted that consensus neans only

that the party can “live with” the result. A preanble topic was
added to indicate that consensus wll be explained. |In addition,
it was noted that the definition of organization m ght be subject
to further anmendnent, and a preanble topic was added to indicate
that the 1 G would consider anmending the regulation at a | ater
poi nt through the annual solicitation for new safe harbors. The
pronul gated regul ati on woul d, however, define the scope of

“organi zation” under section 216, the |G representative
i ndi cat ed.

Concerns were rai sed about the effect of the 50% requirenent in
section (1) of the 12/15/97 draft (later changed to (G ) on
services provided nostly to Medicare beneficiaries, such as |ong-
termcare. The preanble would clarify that the 50% requirenent
applies to the agreenent between the organization and the first
tier provider only and does not extend downstream One Conmittee
Menber continued to question the need for the 50% requirenent at
the first tier |evel.

In addition, the foll ow ng changes were nmade or suggested in the
proposed provision defining “organization”:

. The phrase “which functions as part of a managed care

systent in the first sentence of the provision in the
12/ 15/ 97 draft was del eted as unnecessary and potentially
conf usi ng.

. The second sentence of the provision was changed in the
12/ 17/ 97 draft to describe the witten agreenent as
providing for the listed requirenents, rather than the
or gani zati on.

. The term “actuarially sound” was deleted in section (A and

replaced with the nodifier “reasonable.” A health plan
representative who is an actuary had indicated that an
arrangenment woul d be actuarially sound if it would be
solvent at the end of the year. The Commttee discussed the
goal of avoiding manipulation of utilization targets and how
to acconplish this goal
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Changes were nade in the 12/18/97 draft to consolidate
requi renents related to quality assurance and to elimnate

wor di ng about providing “nmeasurabl e goals for inproving
coordi nation of care” that was considered problematic. The

revision included the phrase “neasurabl e patient outcones”
and this led to a discussion of whether outcones are

measur abl e for every type of service. Further changes wl|
be considered (although a consuner representative expressed
concern that changes not weaken the provision since
consuners consider financial incentives for quality care to
be inmportant). In addition, in response to consuner
concerns that the providers have quality incentives,

qual ity assurance provisions were added to the definition of

“witten agreenment” under DEFI NI TI ONS.

Changes were nade to the provision in the 12/15/97 draft at
section (G to clarify that the paynents which nust be on a
periodic basis are the prem uns under the risk sharing
arrangenent. (See section F of the 12/18/97 draft.) A

suggestion that the wordi ng be changed to “primarily on a

periodi c basis” was rejected as potentially undercutting the
requi renent and permtting lunp sumreconciliation. A
continuing concern was nentioned regardi ng how t he

requi renent for paynents on a periodic basis would be

af fected by paynents comonly nmade outside a prem um
structure, such as stop-loss or coverage of expensive
procedures such as heart transplants. A preanble topic was
added to clarify that FFS or case rate paynments for specific
itens or services such as transplants would not disqualify
an arrangenent that otherw se shares risk frombeing a risk
sharing arrangenent, but paynents outside the arrangenent
woul d not be protected and woul d be scrutinized for
swappi ng. Further discussion of this may be needed.

The requirenent in the 12/15/97 draft (section |I) that there
be “at | east 50% non- Medi care beneficiaries as enroll ees”

was changed to “at | east 50% non- Federal health care program
beneficiaries as enroll ees where a Federal health care

programis not primary.” (See section Gin the 12/18/97
draft.)

Changes were made to clarify the requirenent for treating
Federal health care program beneficiaries no differently
than other enrollees to indicate that it is their status as
beneficiaries that cannot lead to different treatnent.
These changes were nmade in response to concerns that

rei nbursenent rates usually vary according to patient
characteristics and that this should not be viewed as
different treatnment that would disqualify an arrangenent



from protection

‘Rl SK SHARI NG ARRANGEMENT”

In response to Conm ttee Menber concerns, the foll ow ng changes
were made to the provision on “risk sharing arrangenent”:

. Ref erences to Medicare were changed to refer to Federal
heal th care program

. Provisions intended to require that payor sources or billing
met hods not affect rates were clarified to indicate that
paynment adjustnents related to utilization patterns and
costs of the relevant popul ati on woul d not be disal |l owed.

. Changes were nade to clarify that arrangenments woul d be
qualifying for protection, rather than organi zations.

. The provision was clarified to indicate that arrangenents
where the provider bills the Federal health care program
directly on a cost basis would not be protected.

The addition of a provision to the 12/15/97 draft regarding

provi der ownershi p generated significant concerns for provider
representatives. The Federal agencies indicated that they were
open to suggestions for how to nake this provision nore specific,
but expl ained their concern that ownership mght permt a
structure where distributions to owners dilute the actual risk,
particularly for an entity owned by only a few providers. Sone
Menbers indicated that they would come up with specific proposals
tolimt this provision since otherwise it would be anot her
barrier to provider ownership, which in their viewis beneficial.

“SUBSTANTI AL FI NANCI AL RI SK” ( SFR)

Wth respect to the paynent nethodol ogy standard for SFR, there
was consi derabl e di scussi on of whether prospective per diemrates
shoul d be included. The Federal agencies reiterated their
concern that there are insufficient controls over the nunber of
days of service provided when paynent is on an FFS basi s,
indicating that they had not yet seen a satisfactory proposal to
address this concern. Provider representatives indicated that,
in addition to utilization review requirenents, there may be

ot her disincentives to overutilization (such as copay

requi renents) where paynent is on a prospective per diem basis.
They indicated they would propose specific |anguage to identify
such situations.

In addition, sone Comnmttee Menbers indicated that there may be
case rates (including sonme new TEFRA rates), bundled rates, or
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gl obal fees that include inpatient stays, so that there would be
the sane control over the nunber of adm ssions as with an
inpatient DRG -that is, the fact that it is undesirable for a
patient to be hospitalized would make overutilization |less of a
concern. The Federal agencies indicated that they would give
such paynent net hodol ogies further consideration, but that in no
event woul d they cover psychiatric services. Hospital
representatives questioned this condition. The Federal agencies
expl ai ned that, given their experience, they would not have the
sane | evel of confort for psychiatric adm ssions that the nunber
of adm ssions woul d not be mani pul at ed.

In addition, the 12/18/97 draft provision on paynent nethodol ogy
standard added back in the nodifier “full” before the word

“capitation.” (The nodifier “full” had been deleted fromthe

12/ 15/ 97 draft based on comments at the Novenber neeting.)

Comm ttee Menbers expressed concern with this nodifier. The
Federal agencies explained that discussion about arrangenents
that are not pure capitation but involve various other paynents
(such as withholds) led themto be concerned about protecting al
arrangenments invol ving capitation.

Wth respect to the numeric standard, the provision had been
changed fromthe Novenber proposal of 20% for all providers to a
proposal for 16% for non-institutional providers and 8% for
institutional providers. The Federal agencies explained that the
rational e for distinguishing institutional and non-institutional
providers was that institutional providers have greater capital
costs affecting what risk they can bear. The Federal agencies

indicated that they still had not received any data to support
varyi ng percentages for different provider types. They agreed to
request such data in the preanble. Represent ati ves of

phar maci es and pharnmaceutical manufacturers indicated that they
woul d propose a | esser percentage for their constituents since
they cannot bear risk conparable to other non-institutional

provi ders |ike physicians.

The Federal agencies were asked to reconsider defining “target
paynent” as dependent on “neeting” utilization targets, as opposed

to “exceeding” the targets, in light of the fact that there is a
range of expected utilization that woul d be reasonable. There
was sone di scussion of whether the provision could be anmended to
i ncl ude paynents neeting or exceeding a target, but wth sone
sort of limt so that only reasonably expected bonuses woul d be
i ncluded. The Federal agencies indicated that, if such a change
were made, they m ght have to reconsi der whether to reduce the
percentage standard fromthe 20%they originally proposed.

In response to Conm ttee concerns about clarity, changes were
made in the 12/18/97 draft to substitute other |anguage for the
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reference in the nuneric standard to “actuarially sound”
utilization targets and to substitute the word “guaranteed” for
the word “mninmun? in the definition of “m ninmum paynent.” In
addition, a preanble topic was added to clarify that, in year one
of an arrangenent, it would not be necessary to include in the
SFR cal cul ati on perfornmance bonuses achi eved by 75% of the
participating providers. Additional clarification of what is

meant by “participating provider” may be needed.

The reference to the physician incentive plan (PIP) rule
threshold for substantial financial risk (added to the proposal
after the Novenber neeting) was nodified in the 12/18/97 draft to
clarify that arrangenments with risk greater than 25%ri sk as
calculated in the PIP rule would qualify. One Conmttee Menber
suggested that the PIP exclusion of arrangenents involving a
patient panel size of 25,000 lives or greater was inappropriate
for the safe harbor rule. Another suggested that the safe harbor
shoul d protect arrangenents where the risk as cal cul ated under
PIPis 25%exactly. The Federal agencies indicated that they
were willing to accept the PIP rule calculations as constituting
SFR (even though that cal culation includes sone theoretical
bonuses), but were not willing to accept it with the suggested
nodi fications.

“OBLI GATED TO PROVI DE”

In response to Conmttee Menber comments, sone editorial changes
were made in the 12/18/97 draft provision on “obligated to
provi de.”

DOWNSTREAM PROVI DERS

One Comm ttee Menber suggested protection for the arrangenent
between levels 3 and 4 described in the provision on downstream
providers. The Federal agencies rejected this suggestion on the
basis that the provider at |level 3 would get paid nore if nore
services were provided and therefore would have no incentive to
control wutilization

DEFI NI TI ONS

Concerns regarding definitions of “itens or services” and “witten

agreenent” had previously been raised in connection with other
provi sions and were addressed by changes in the 12/18/97 draft.

NO SWAPPI NG - UNPROTECTED SWAPPI NG

Most concerns regardi ng the “no swappi ng” provision in prong 2
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had previously been raised in connection with the rel ated
provision for prong 1. Wth respect to the second bullet in the
provision in prong 2, one Conmittee Menber rai sed sonme concerns
about wordi ng and changes were nade in the 12/18/97 draft.

Draft aqgreenent terns

The facilitators circulated a new draft of agreenent terns based

on the Commttee’s Organi zational G oundrules. Articles 4, 5,
and 11 of the new draft reflect the fact that part of the
proposal being considered depends on the Secretary of Health and
Human Servi ces exercising her discretionary authority to

pronmul gate regul atory safe harbors and that Comm ttee Menbers
agreenent not to file negative coments would be contingent on
exercise of that authority consistent with the Conmttee
consensus. The IGrepresentative indicated that the I G woul d
propose | anguage to nmake this nore explicit. He also indicated
that the Federal agencies were considering nmaking the entire rule
an interimfinal rule, rather than having the part under the

Secretary’s regulatory authority be a proposed rule.

Comm ttee Menbers indicated that they wanted to clarify that they
could provide comments on a specific part of the rule if the
preanbl e specifically solicits comment on that part.

Committee Menbers also indicated that, if a Conmttee Menber
determines that it has a right to submt negative coments
because what is published does not have the sane substance and
effect as the Commttee Statenent, the Commttee Menber should be
required to notify other Conmttee Menbers and to state the basis
for this determ nation

Commi ttee schedul e

The Comm ttee di scussed the next steps in the negotiations and
set the follow ng schedul e:

. Any additional proposed nodifications nust be submtted by
COB on Decenber 29 to Mac Thornton (FAX: 202- 205-0604) and
Judy Bal |l ard (FAX: 202-690-5863).

. The Federal agencies will respond with a new draft by
January 8, and the new draft wll be FAXed to Comm ttee
Menbers the next day.

. Commttee Menbers will review the new draft as soon as
possible to identify any concerns that could prevent them

fromcomng to consensus (“drop dead” i ssues) and w ||
attenpt to work out a resolution with other Commttee
Menbers before January 21
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. The Committee will neet on January 21 for input on the new
draft, beginning at 9:00 a.m The neeting wll adjourn for
the day at 3:00 p.m to permt Commttee Menbers to consult
with their constituents about any additional changes.

. The Commttee will reconvene on January 22 to sign an
agreenent if consensus has been achi eved.

The January neeting will be held at the Holiday Inn Capitol, 550
C Street, S.W, Washington, D.C.



ATTACHVENT A - LI ST OF PARTI Cl PANTS

Comm ttee Menbers present for part or all of the neeting:

Candace Schal |l er, AAHP
Cheryl WMatheis, AARP

Mary R Gealy, AHA
Edward B. Hi rshfeld, AMA
Brent MIler, AMGA

Susan E. Nestor, BCBSA
Charl es P. Sabatino, CCOHC
M ssy Shaffer, CCC

Laura Thevenot, FAHS

Eddi e Al len, H MA

St ephen M Spahr, NAMFCU
S. Law ence Kocot, NACDS
Karen A. Morrissette, DQJ
D. McCarty Thornton, O G HHS
J. Mark VWaxman, TI PAAA

Al ternates substituting for Conmttee Menbers:

Thomas Wl dsmth, H AA
Marjorie Powell, PhRVA

Jenni fer Goodman, NASM

Mary Beth Senkewi cz, NAIC
Roger, Schwartz, NACHC
Howard Sol | i ns, AHCA

Janet Stokes, |1 AA/ NAHU NALU

Al ternates attending and/or substituting for Comm ttee Menber for

part of the neeting:

Mark Joffe, AAHP; Kathy N no, AVMA; Mary L. Kuffner, AMZA;, Bob
VWl | ace, DQJ; Dougl as Guerdat, BCBSA; Mark H Gallant, NACDS;
Kevin McAnaney, O G HHS; Marci e Zakheim NACHC, Barbara Zel ner,
NAMFCU.



